Many viruses including HHV6 and HHV7 have been proposed as causative agents for pityriasis rosea, although there is no conclusive evidence. Here, we presented a case of pityriasis rosea coexisting with oral HSV1 infection. Our case is unique because purpuric pityriasis rosea has not been associated with HSV1 previously. Consequently, we suggest that HSV1 may play role in the etiopathogenesis of the disease, and antiviral therapy may be the treatment of choice for extensive and resistant lesions.
Successful Treatment of Generalized Granuloma Annulare with Pentoxifylline
Sir, Granuloma annulare is a necrobiotic disorder of unknown etiology. The clinical variants include localized, generalized, perforating and subcutaneous types. [1] Generalized granuloma annulare is characterized by skin colored or erythematous papules in an annular configuration, with pruritus being the prominent complaint.
Therapy is usually disappointing. Various forms of therapies reported with variable response are steroids, dapsone, cyclosporine, systemic retinoids, phototherapy and rifampicin, ofloxacin and minocycline (ROM) therapy.
[2] Here, we are reporting a case of generalized granuloma annulare which was successfully treated with pentoxifylline.
A 60-year-old female presented with multiple reddish itchy lesions on the back and forearms since 2 years. She was a diabetic, with no other comorbidities. The lesions were initially noted on the dorsum of the left hand, which slowly progressed to involve the forearms, abdomen, back and lower limbs over 3 months. On examination, multiple erythematous annular plaques with beaded borders were present on the upper limbs, lower limbs and trunk sparing the face, oral and genital mucosa [ Figure 1 ]. She had consulted many doctors and was given topical steroids and phototherapy with no improvement.
Routine investigations were unremarkable other than those for elevated blood sugars. Skin biopsy showed foci of degenerated collagen in the dermis with histiocytes and lymphocytes arranged in an interstitial pattern, suggestive of interstitial granuloma annulare [ Figure 2 ]. Owing to the lack of response to multiple treatment modalities and the generalized involvement, after reviewing the literature, a trial of pentoxifylline was given in a dose of 400 mg thrice a day, along with emollients. She responded in a month without any adverse effects, and a dramatic improvement was seen in 3 months. No recurrence was seen at 6-month follow up [ Figure 3 First described by Colcott Fox in 1895 and named by Radcliffe Crocker in 1902, granuloma annulare is a benign, usually self-limited, inflammatory skin disease.
[1] Trauma, insect bites, viral infections and certain drugs are known triggers. Proposed pathogenetic mechanisms include a delayed type hypersensitivity response and an immunoglobulin mediated vasculitis. [1] Generalized granuloma annulare has a protracted course with only rare spontaneous resolution. It comprises 8-15% of all the cases. [3] Diabetes has been reported in 21% of generalized granuloma annulare. [4] Laboratory abnormalities such as hyperlipidemia, hypergammaglobulinemia and presence of circulating antinuclear antibodies have been observed. [4] Investigations of our patient did not reveal any of these abnormalities except for high blood sugars. As described earlier, the histopathological changes in our patient were typical of interstitial granuloma annulare, which is the most common pattern reported in generalized granuloma annulare. [4] Generalized granuloma annulare is poorly responsive to therapy.Because our patient had an unsatisfactory response to multiple treatment options, pentoxifylline was given which showed a striking response.
Pentoxifylline is a phosphodiesterase inhibitor which is commonly used in intermittent claudication. Its dermatological uses include Raynauds phenomenon, livedoid vasculopathy, necrobiosis lipoidica and venous ulcers. Even though the drug has been in use since many decades, novel indications are emerging even in recent times.
Pentoxifylline has been successfully used in generalized granuloma annulare by Rubel et al. [5] and Patrascu et al. [6] The exact mechanism of action of pentoxifylline in granuloma annulare is not known. We postulate that, in granuloma annulare, pentoxifylline, probably with its TNF alpha blocking action, inhibits macrophage activation, and hence the granulomatous inflammation. Moreover, with its anti-inflammatory action, it may also reduce the vasculitis occurring in granuloma annulare.
With its favorable toxicity profile and familiarity among dermatologists, pentoxifylline may be a good choice for this difficult to treat and distressing condition. We report this case as resolution of lesions of granuloma annulare with pentoxifylline has rarely been reported.
Pedunculated Hemorrhagic Cystic Swelling: An Unusual Presentation of Polydactyly
Sir, A 3-week-old otherwise healthy baby girl was brought to the dermatology outpatient department with a hanging globular mass filled with hemorrhagic fluid from the left little finger of 3 days duration. She was the third child born out of a non-consanguineous marriage following uneventful pregnancy. The mother gave a history of asymptomatic skin-colored growth on the ulnar side of both the little fingers at birth. Three days back, she noticed a band formation at the proximal part of the digit leading to blackish discoloration on the distal part with gradual swelling. There was no history of tying anything at the base prior to the onset of swelling. Examination revealed a firm 3 mm long linear outgrowth on the ulnar side of the right little finger [ Figure 1 ]. On the left side, the skin tag had a distal pedunculated, globular (approximately 1.5 cm in diameter), partially compressible swelling filled with hemorrhagic fluid [ Figure 2 ]. Closer inspection revealed approximately 3 mm round, firmly adherent, thin nail plate, surmounting this globular mass. The swelling was excised by radiofrequency ablation, and the tissue sent for histopathologic examination, which showed an ulcerated lesion with a hyaline cartilage in the centre surrounded by fibrofatty tissue, confirming it to be an accessory digit [ Figure 3 ].
Polydactyly is characterized by the presence of extra digits beyond the normal complement of 1 thumb and 4 fingers and is the most common congenital digital anomaly of the hand with a prevalence of 5-19 per 10000 live births. [1] Polydactyly can be isolated (autosomal dominant) or syndromic (autosomal recessive). It is classified on the basis of the anatomical location of the extra digit into preaxial (first digit-thumb or great toe), postaxial (5 th digit) and central (3 central digits), with preaxial being the most common. [2] Postaxial polydactyly is common in African and African American population, usually inherited as an autosomal dominant trait with variable penetrance. It is often associated with syndromes such as Ellis-van Creveld or chondroectodermal dysplasia, mainly in the Caucasian population requiring further evaluation. [3] Clinically, its presentation varies from a well-recognized skin tag to a fully duplicated digit, and is classified into two types, namely, type A and B. [2] In type A, the extra digit is well formed and articulates with the 5 th or an extra digit, and in type B, the extra digit frequently presents as a skin tag or a pedunculated soft tissue mass devoid of any bone, tendon, or nail. [4, 5] On review of literature, we did not find description of any atypical or unusual clinical presentation of postaxial polydactyly. To the best of our knowledge, the rapidly increasing hemorrhagic swelling, as seen in our patient, is a hitherto undescribed presentation of polydactyly.
Type A requires formal reconstruction with transfer of important anatomical structures. [6] While type B can be treated with surgical excision or suture ligation of the pedicle. [6] Suture ligation disrupts the vascular supply leading to dry gangrene followed by auto-amputation of the rudimentary digit.
[2] Wart-like scars, residual bumps, or neuromas may complicate ligation. [6] Wide-based extra digits are treated by surgical excision. [2] Our patient fulfilled the diagnostic criteria for Type A postaxial polydactyly due to the presence of adherent nail plate over the swelling. The aforesaid presentation alarmed the child's parents to seek urgent medical attention. Knowledge of this otherwise common entity will help clinicians to decide the extent of workup essential to rule out any associated congenital defects.
